Introduction
Gastric cancer (GC) is the second most common cause of cancer-related mortality worldwide, including many Asian countries. 1, 2 Most GC patients are diagnosed at advanced stage and have poor survival. As a result, there is a need to obtain an accurate, costless, and easily accessible marker to evaluate the prognosis of curative resection GC patients.
In clinical practice, many studies reported that the systemic inflammatory response was associated with postoperative survival of patients with several types of cancer, such as gastric, lung, colorectal, and head and neck cancer. [3] [4] [5] [6] Recently, many markers of inflammatory response, including neutrophil to lymphocyte ratio (NLR), platelet to lymphocyte ratio (PLR), C-reactive protein (CRP), albumin (Alb), globulin, and the Glasgow Prognostic Score (GPS) were demonstrated as independent predictive factors of GC. [7] [8] [9] [10] [11] [12] In addition, some kinds of the combined markers were also studied in other cancers. Zhang et al and Ishizuka et al reported that the combination of preoperative platelet count and NLR was able to predict the prognosis of patients and direct clinical treatment with lung cancer and colorectal cancer, respectively.
13, 14 Huang et al found that the combination of CRP and carcinoembryonic antigen was superior to CRP or
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Guo et al CEA as a more precise prognostic factor in patients with esophageal carcinoma. 15 However, the role of combination of these inflammatory biomarkers in accessing GC prognosis is less well-known. We conducted a systematic literature review and surprisingly found that the significance of the combination of CRP and NLR (COC-NLR) for GC had not been studied yet. Therefore, we collected related data and designed this retrospective study to explore the relationship between COC-NLR and the prognosis of GC patients.
Materials and methods
Study population and data collection
A retrospective review was performed by using a database of 1,058 GC patients who had undergone D2 gastrectomy with R0 resection between December 2003 and January 2013 in Cancer Center of Sun Yat-Sen University Cancer Center (Guangzhou, China). The inclusion criteria were as follows: 1) patients were confirmed as stage I-III histologically; 2) patients underwent D2 gastrectomy with R0 resection; 3) patients whose number of lymph nodes retrieved were no less than 15; 4) no acute or chronic inflammation, immune disease, hematological disease, liver disease, or concomitant cancer that could influence the level of the biomarkers; 5) no neoadjuvant chemotherapy or radiotherapy; 6) completed follow-up data.
Various potential prognostic factors were investigated, including age, sex, preoperative blood variables, metastatic lymph node ratio, tumor location, histological type, and tumor-node-metastasis (TNM) stage (American Joint Committee on Cancer criteria, AJCC criteria 7th edition). [16] [17] [18] Data were obtained from our hospital cancer registry. All patients were followed up regularly until December 2016 or until death or the day of cancer recurrence. The median follow-up period was 35 months. Overall survival (OS) was calculated from the date of surgery to the date of death or last follow-up.
The Alb globulin ratio (AGR) is calculated by measured total protein, measured Alb, and calculated globulin (total protein -Alb). 7, 19 The NLR and PLR were defined as the absolute neutrophil count or platelet count divided by the absolute lymphocyte count, respectively. 20 The systemic immune inflammation index (SII) was calculated as follows: SII = P × N/L (P: platelet counts, N: neutrophil counts, L: lymphocyte counts). 21 Using standard thresholds (>10 mg/L for CRP and <35 g/L for Alb), the GPS was calculated by Alb and CRP. The CRP/Alb ratio was defined as the ratio of preoperative serum CRP level divided by the serum Alb level. 22 The study was approved by the Research Ethics Committee of Sun Yat-Sen University Cancer Center. Written informed consent was obtained from all individual participants included in the study.
Random forest analysis
Breiman et al proposed random forests, which added an additional layer of randomness to bagging. In addition to constructing each tree using a different bootstrap sample of the data, random forests change how the classification and regression trees are constructed. 23 R Statistical Software was used to discover the optimal cutoff points of the NLR and CRP based on the outcome. The random forest algorithm package was used to evaluate the levels of the NLR and CRP (Figure 1 ).
Statistical analysis χ
2 test was used for categorical variables. The optimal cutoff values were obtained by the Youden index. 24 Variables proved to be statistically significant in the univariate analysis were included into the Cox multivariable analysis. The discriminatory ability of the factors to predict survival time was assessed using the area under the curve (AUC) method. Kaplan-Meier curve was used for survival analysis.
When the p value was <0.05, the result was statistically significant. All statistical analyses were performed by the software statistical package for social sciences version 19.0 (IBM Corporation, Armonk, NY, USA) and the R software version 3.13 (http://www.r-project.org/).
Results
Based on the cutoff values, 1,058 patients were classified into three groups (low: NLR ≤2.5, CRP ≤6.1; medium: NLR >2.5, CRP ≤4.5; high: NLR >2.5, CRP >4 or NLR ≤2.5, CRP >6.1). The three groups had 581, 187, and 290 patients, respectively. The relationship between COC-NLR and clinicopathological characteristics are shown in Table 1 . In the three groups, no significant correlations were found in sex, level of lymphocytes, and Alb. There were significant differences among the three groups, including age, neutrophils, platelet, CRP, AGR, NLR, PLR, SII, GPS, modified GPS (mGPS), high-sensitivity mGPS (HS-mGPS), CRP/Alb ratio, tumor location, tumor size, metastatic lymph node ratio, histological type, and TNM stage.
Associations between each variable and OS were presented in Table 2 , in which univariate analysis and multivariate Cox regression were performed. Significant variables (age, neutrophils, platelets, CRP, AGR, NLR, PLR, SII, GPS, mGPS, HS-mGPS, CRP/Alb ratio, tumor location, tumor size, metastatic lymph node ratio, histological type, and 
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Combination of CRP and NLR in GC patients TNM stage) in the univariate analysis were included in the multivariate Cox proportional hazard model. The multivariate analysis indicated that age, neutrophils, CRP, AGR, HSmGPS, tumor location, tumor size, metastatic lymph node ratio, histological type, and TNM stage were independent prognostic factors for survival time of patients.
The predictive values of independent factors (neutrophils, CRP, AGR, and HS-mGPS) were assessed by the receiver operating characteristic (ROC) curve method. With the highest AUC (1 year: 0.662, 95% CI: 0.609-0.715, p<0.01; 3 years: 0.644, 95% CI: 0.611-0.677, p<0.01; 5 years: 0.655, 95% CI: 0.614-0.696, p<0.01), the COC-NLR had the optimal discrimination ability which clearly showed that it is superior to other inflammatory markers ( Figure 2 , Table 3 ).
We used Kaplan-Meier curves to assess the survival time of patients in different groups. The mean OS of the high, medium, and low groups was 38.7 (95% CI: 21.3-27.1), 56.5 (95% CI: 50.7-62.3), and 75.4 (95% CI: 72.5-78.4) months, respectively ( Figure 3A) . Because GC patients of stage I always had good prognosis, we performed subgroup analysis in stage II ( Figure 3B ) and stage III ( Figure 3C ). We found patients in the low group had better survival than the medium group and the high group.
Discussion
In this report, we first proved that the preoperative COC-NLR was associated with the prognosis of GC patients. Moreover, COC-NLR was a better prognostic factor compared to use CRP or NLR only. The high group of the preoperative COC-NLR was associated with adverse survival probabilities in GC.
Indeed, as the important markers of inflammation response, the prognostic values of CRP and NLR have been given great concern. Nozoe et al found that GC patients with preoperative CRP elevation usually had shorter survival time. 25 Lee et al and Sun et al reported that high level of NLR predicted poor outcome of GC patients. Besides, the measurement of NLR may be used for personalized cancer care in the future. 26, 27 Interestingly, our results were in accordance with the previous studies. [25] [26] [27] Survival analysis showed that CRP has statistical significance in both univariate (p<0.01) and multivariate (p<0.01) analyses. But NLR has statistical significance in univariate analysis only (p<0.01). The group with lower level of CRP also exhibited better survival than the higher group, which indicated that CRP was a negative factor for the prognosis of GC. However, the ROC curve showed that COC-NLR could provide more accurate prediction than any other conventional inflammatory markers in this study, including single CRP. Meanwhile, it was also verified in our subgroup survival analysis.
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Guo et al As a relatively simple, convenient, and cheap model, COC-NLR is easy to measure in clinical practice. D2 gastrectomy is the cornerstone of treatment for patients suffering from localized GC. 28 However, GC metastases early via blood, lymphatic system, and peritoneum. Even after R0 resection, almost 40% of GC patients relapse within 2 years after gastrectomy. The median OS after recurrence is as low as 7.4 months in patients with distant metastases and 10.4 months in patients with local recurrence. 29 Therefore, as an accurate marker, COC-NLR can help us to predict recurrence ahead and make decisions in the management of GC patients, including selection of adjuvant therapies and determining follow-up arrangements. According to our study, high group had the poorest prognosis. For this group of patients, more powerful adjuvant chemotherapy may be used to prevent recurrence and prolong survival postoperatively. As generally known, there is strong linkage between inflammation and chemotherapy. Short survival time is always related to low chemosensitivity. Therefore, more frequent follow-up should be performed postoperatively for patients with high-risk recurrence in order to choose suitable therapies.
As an effective biomarker, COC-NLR could predict the prognosis of GC patients better than many other wellestablished systemic inflammation-based prognostic markers. 
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Combination of CRP and NLR in GC patients Based on such a large cohort study, our results were reliable. We supposed that the potential mechanism may be as follows.
Recently, some studies [30] [31] [32] demonstrated that the survival of cancer patients was determined by tumor-related factors and host-related factors simultaneously. Cancer-related inflammation can affect cell proliferation, invasion, metastasis, cell survival, tumor-cell migration, and angiogenesis. On the one hand, inflammation contributed to tumorigenesis. On the other hand, the tumor itself could release inflammatory mediators and cause inflammatory response. [30] [31] [32] As a valuable classification algorithm, random forest has been used in many fields, including gene selection, classification of microarray data, prediction of protein-protein interactions, and so on. 33, 34 Our study first used the method to find out the cutoff points of two biomarkers, which helped us to perform a more powerful and accurate data processing. 
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Guo et al However, our study still had some limitations. First, it was a retrospective and single-institution study, which needs further validation in the future. Second, our result cannot be used to assess the prognosis of stage IV GC patients.
It is well-known that CRP and NLR are easy to measure routinely. As a novel combination of these two significant prognostic factors, COC-NLR is better in predicting the prognosis and indicating the treatment for GC patients. Abbreviations: NLR, neutrophil to lymphocyte ratio; CRP, C-reactive protein; COC-NLR, combination of CRP and NLR; AGR, albumin globulin ratio; HS-mGPS, high-sensitivity modified Glasgow Prognostic Score; AUC, area under the curve. 
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